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ABSTRACT:  
Introduction: The role that men can play in the prevention of HIV is cardinal in changing the 
course of the epidemic. When men take part in the Prevention of Mother to Child Transmission 
(PMTCT) of HIV, their knowledge of HIV increases, they become supportive to their partners 
and their response to HIV testing improves. The main aim of this study was to determine factors 
that influence male involvement in PMTCT programs in Chibombo district of Central Province in 
Zambia.  
 Methodology: The study was a cross sectional one conducted in Chibombo district in central 
province of Zambia. The information was collected from 240 male participants whose partners 
either had or had not attended ANC and PMTCT programs from 1
st
 January, 2008 to 31
st
 
December, 2013 using a semi structured questionnaire, and from six focus group discussions 
(FGDs).  
Results: The participants had a mean age of 35years, and that age was not statistically significant 
(p = 0.353). Factors such as education, and knowledge of PMTCT (P = 0.007and 0.01 
respectively) had an association with men’s willingness to attend PMTCT programs. The 
occupation of respondents who were in formal employment was statistically significant (p= 
0.026) indicating an association with male involvement in PMTCT programs.  There was no 
association between age (p= 0.480), residence (p= 0.209), financial earnings (p =0.151) and 
PMTCT program attendance and only 134(58.3%) knew partners antenatal care (ANC) 
appointment. The majority of the respondents, 219(91.7%) indicated that they would accept 
couple counselling and testing during PMTCT programs.   
Conclusion and Recommendations: The level of male involvement in PMTCT programs was 
associated with knowledge of PMTCT, occupation and education level of male partners. The 
willingness of males to get involved in PMTCT was low (63.7%) hence the need for more 
concerted effort to persuade men to be attending PMTCT programs.  Findings from the focus 
group discussions revealed that there were individual, socio economic, health related factors that 
had an effect on men’s participation in PMTCT services, hence the need for community 
sensitization for men on the benefits of prevention of mother to child transmission of HIV and 
also that timing and what is offered during the programs should include men’s reproductive health 
needs. 
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INTRODUCTION 
The Human Immune deficiency Virus (HIV) 
continues to be a leading cause of morbidity and 
mortality among women and children worldwide. 
According to 2010 estimates, over 390,000 
children were newly infected with HIV, and over 
90% of these were through Mother-to-Child 
Transmission (MTCT) of HIV (WHO, 2010). 
MTCT of HIV can occur during pregnancy, labour, 
delivery, and during breastfeeding. In the absence 
of any intervention there is a 20% to 45% 
transmission rate from mother to child, but this risk 
can drop to 2% in non-breastfeeding populations, 
and 5% in breastfeeding populations in which 
specific interventions are carried out (WHO, 2010). 
These interventions include: providing lifelong 
antiretroviral treatment (ART) for all HIV pregnant 
women with CD4 ≤350 cells/mm3 or advanced 
clinical disease; providing prophylaxis to either the 
mother or the infant during breastfeeding in 
settings where breastfeeding is the preferred 
feeding option (WHO, 2010). 
Prevention of Mother to Child Transmission 
(PMTCT) was introduced as a comprehensive 
package of interventions with an aim of reducing 
MTCT in 1998. PMTCT program consists of a 
range of interventions, including improved 
antenatal services, opt-out HIV counseling and 
testing pregnant women for HIV, antiretroviral 
drug prophylaxis for HIV positive pregnant women 
and newborns, referral to support groups, and 
counseling on options for safer infant feeding 
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practices. Comprehensive PMTCT programme also 
includes continued follow-up and treatment for 
HIV positive mothers and their children, especially 
for the first 18 months of the child’s life (WHO, 
2010). 
In Zambia the perinatal HIV epidemic remains a 
major public health problem. Recent estimates 
indicate that over16.4% of women aged 15-49 
years presenting for antenatal care are infected with 
HIV. Furthermore about 28,000 of babies are born 
with HIV infection annually, (ZDHS, 2007). In an 
effort to reduce the increasing rates of HIV 
infections among infants and young children in the 
country, the Ministry of Health (MOH) introduced 
the PMTCT program in 1999, with a minimum 
package which includes the promotion of male 
involvement. (Kankasa et al, 2002) 
 World Health Organization, 2010 report, outlined 
that male involvement is a critical component of 
the PMTCT program. Male involvement was seen 
to be necessary for improving women’s uptake of 
core PMTCT services; it is also a key contributor to 
community acceptance and support of PMTCT. 
Studies have shown that male involvement in 
PMTCT is affected by socio economic, health 
facility factors and cultural factors. 
Methods 
The study was carried out in Chibombo district of 
central province of Zambia. The study employed a 
mixed method of data collection. The quantitative 
part was a cross-sectional survey of men aged 18 
years and above, whose spouses either had or had 
not attended PMTCT services. The qualitative part 
consisted of 6 focus group discussions comprising 
of 10 participants in each FGD. We calculated the 
sample size based on the estimation of the 
proportion of male involvement, defined as men 
attending antenatal care with their spouse which 
was at 47%. A pre-tested, structured, interviewer- 
administered questionnaire was used to collect the 
quantitative data consisted of three parts: (1) socio 
demographic characteristics (age, marital status, 
religion, level of education, occupation, place of 
residence, earnings per month and distance to 
health facility), (2) knowledge about PMTCT and 
(3) acceptability of couple counselling and HIV 
testing. 
The quantitative data was collected by 3 research 
assistants, entered using EPIDATA and exported to 
STATA version 11 for analysis. The data was 
summarised and the odds ratios (OR) estimated; 
and their corresponding 95% confidence intervals 
(95%CI) were computed. 
 The purpose of the FGDs was to explore and 
obtain information about the factors hindering male 
involvement in PMTCT and its influence on men’s 
participation in PMTCT programs. The participants 
in the FGDs included men key informants (health 
providers, experts in PMTCT from world vision), 
traditional leaders purposively selected from the 
three constituencies of Chibombo namely Keembe, 
Chisamba and Katuba. In each constituency, two 
FGDs were held, one for men and another for key 
informants. The data was transcribed and 
summarized into themes. The topics covered in the 
focus group discussion included knowledge of 
PMTCT; couple counselling and testing for HIV; 
stigma and discrimination in HIV; cultural issues; 
the health care systems. Key informants were also 
asked about factors influencing male participation 
in antenatal and PMTCT services in clinics. They 
also made suggestions as to how to get male 
partners more involved in PMTCT programs. 
The FGDs sessions lasted for an hour and 30 
minutes. The data was transcribed, coded using 
NVIVO software, and examined for the main 
themes. 
RESULTS 
Socio Demographic Characteristic of 
Respondents 
Table 1 in appendix A shows the demographic 
characteristics of respondents. Out of the 240 
respondents interviewed 132 (55%) were aged 
between 18-29 years, 136 (56.7%) resided in rural 
areas. The majority of the men 215 (89.6%) were 
married and living with their spouses.  
FACTORS ASSOCIATED WITH 
WILLINGNESS TO ATTEND PMTCT 
 The factors that were associated with male 
involvement in PMTCT program included: 
education level, occupation, knowledge of PMTCT 
and acceptance of couple counselling. In addition 
those who had heard about the PMTCT program 
were 2 times more likely to get involved in 
PMTCT programs.  Age, distance to health facility, 
denomination and residence of the respondents 
were not associated with male involvement in 
PMTCT programs (Table 2, Appendix B).  
On multiple logistic regression, the respondents 
who had attained secondary education or higher 
were twice as likely to get involved in PMTCT 
programs. Men who were employed were four 
times more likely to get involved in PMTCT 
programs than those who were not employed, and 
those who were knowledgeable about PMTCT 
eight times more likely to get involved in PMTCT 
than those who were not knowledgeable (Table 3, 
appendix C). 
Men who were told by their partners that they 
needed to attend PMTCT were likely to attend 
PMTCT programs (Table 3, appendix C). 
BARRIERS TO MEN’S INVOLVEMENT IN 
PMTCT PROGRAMS 
The focus group discussions brought out a number 
of various factors that prevent men from attending 
PMTCT programs. These factors were categorized 
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as follows; individual, socioeconomic, health 
facility and cultural and gender factors.  
 Individual factors 
Lack of knowledge about PMTCT and their role in 
the service was identified as a barrier to male 
involvement in the program. Respondents believed 
that men would be more involved if they were 
adequately informed about the existence of the 
service and had a clear definition of their role in the 
service 
The other factor was men’s fear of being found 
HIV positive during PMTCT program was also 
indentified as one of the other reason men do not 
take part in PMTCT clinics. 
The third factor that was cited as a barrier was lack 
of perceived benefits from the service by men 
coupled with men undermining the importance of 
PMTCT to the family, emerged as reasons for 
men’s unwillingness to participate in PMTCT 
services 
 A lifestyle of multiple sexual partnerships in the 
community was also identified as a hindrance to 
male involvement in PMTCT, to the extent that 
men were afraid of being seen with either one or 
another of their sexual partners at the health 
facility.   
Health facility factors 
The fact that health facility structures where 
PMTCT services are offered were previously 
designed to accommodate females only, hinders the 
male partners from getting involved in the PMTCT 
program. Similarly PMTCT program is delivered in 
health centres, where women and not men are more 
likely to deter the participation of men. Also 
waiting time during the provision of the service 
was cited as a barrier to male involvement in 
PMTCT. 
Cultural and gender factors 
Man’s identity as the head of house  
Rooted in the hegemonic notion of masculinity, it 
emerged that men are heads of the household and 
command respect. Men strongly believed that as 
household heads, they are decision makers in the 
family. This notion prevents them from attending 
to PMTCT programs because these services are 
targeted towards women thereby undermining his 
position and masculinity if he attends.  
Factors that could promote male involvement in 
PMTCT programs 
 The participants suggested several ways in which 
men’s willingness to take part in PMTCT programs 
may be promoted and enhanced, at community 
level, health facility level and personal level. 
 
Community sensitization via open day functions, 
use of posters and use of influential people such as 
chiefs were suggested in this study as promoting 
factors.  
At health facility level, a number of factors were 
suggested that could improve male involvement in 
PMTCT. These include the introduction of health 
education sessions in OPD, the creation of a male 
friendly environment during PMTCT, reward based 
promotions to men who attend PMTCT and 
encouraging men to men promotions.  
DISCUSSION 
The main findings of this study on factors that are 
associated with male involvement in PMTCT show 
that the factors are interrelated among and within 
individual, community and health facility factors, 
such that a successful male involvement program 
requires a multifaceted and multilevel approach 
that includes all the factors involved. The current 
study findings validate and augment on what has 
been reported by other studies in this area.  
The main findings of this study from the 
quantitative data findings, the study found that 
there was a positive association between education 
level and men’s willingness to taking part in 
PMTCT programs. This finding is similar to that of 
Tshibumbu 2006, were he found that education 
level of men was a significant factor that influences 
men’s participation in PMTCT services.  
The study further found that the knowledge level of 
a man about PMTCT was found to strongly 
influence men’s involvement in PMTCT programs. 
This finding is consistent with a study done in 
Tanzania that indicated that lack of knowledge of 
PMTCT was a deterrent to men’s involvement in 
PMTCT, (Theuring et al, 2009). 
The other factor that was associated with male 
involvement in this study was the occupation of 
respondents. There was a positive association 
between men who were employed than those who 
were not working. This finding was supported by 
qualitative findings were it was echoed that men 
who work in farms would not have time to attend 
PMTCT programs. This finding is consistent with 
study findings from Mbale Uganda which found an 
association between occupation and male 
involvement, (Byamugisha et. al 2010). 
The study found that there was no association 
between Age, Residence, denomination, and 
distance to health facility and earnings per month 
with willingness to attend PMTCT programs. 
These had no effect on men’s willingness to take 
part in PMTCT activities.  
The individual factors that hinder male 
involvement as highlighted in this study remain 
consistent with other studies. A man’s lack of 
knowledge on the relevance and his role in PMTCT 
services limits his participation, (Aarnio et.al 
2009). Additionally, lack of knowledge on 
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pregnancy and its associated factors contributed to 
lack of male involvement in the PMTCT program, 
(Mullany 2006). The lack of information also 
included men being unaware of the; existence of 
PMTCT services, the benefits and the role of a man 
in PMTCT services.  Low formal education in men 
further limits a man’s understanding of issues on 
HIV and AIDS. As reported in other studies, due to 
inadequate information on HIV and AIDS, men 
have used their wives HIV test results as a proxy 
for their own HIV status, (Nkuoh 2010, sarker et al, 
2007). Conversely, educating men in antenatal care 
aspects yields positive results in birth preparedness 
and postnatal visit compliance.  
The fear of learning one’s HIV status following 
attendance of PMTCT services prevents men from 
attending the service as has been reported by other 
studies, (Theuring et al, 2009 and Nkuoh 2010, A 
man’s lack of knowledge on PMTCT activities, his 
fear of learning his HIV status fear, and traditional 
gender roles and cultural norms, partially explain 
the unwillingness of men or lack of interest by men 
with the PMTCT program as expressed in this 
study, thereby, hindering their involvement. These 
results are congruent with reports from Tanzania 
where 74.6% of men were unwilling to participate 
in PMTCT programs, (Theuring et al, 2009).  
Health system related factors highlighted in this 
study are similar with those reported in earlier 
studies such as services located in an antenatal 
clinic, non-male friendly environment there by 
marginalizing men, organization of the PMTCT 
program, and inadequate space, (Mullany 2006).  
Conclusion and Recommendations 
Men’s involvement in PMTCT is very important 
for the successful prevention of MTCT of HIV. It 
has been observed from literature that in countries 
were male involvement has been successful that it 
has led to an increase in the uptake of PMTCT 
services. Lack of male involvement implies low 
uptake of PMTCT interventions and an increase in 
mother to child transmission of HIV.  
There are several factors that are associated with 
men’s willingness to get involved in PMTCT, 
ranging from ones education, occupation, 
knowledge about PMTCT, individual, social 
economic and health system related factors. Among 
these there are also barriers that deter men from 
taking part in PMTCT. Therefore the success of 
male involvement in PMTCT programs depends on 
implementing interventions that would minimize 
the barriers whilst enhancing the factors that 
promote men’s participation in a contextual 
manner. 
 At a health facility level, health care personnel 
need to proactively involve males by eliminating 
all the health care related factors whilst optimizing 
health care promoting factors. Other innovative 
measures need to be explored within the health 
system such as active couple counselling, and 
extending working hours to accommodate working 
men. The procedures that take place during 
PMTCT clinics should be revised so as to reduce 
on the waiting time.  
On a personal level, men need to be well informed 
on HIV for them to make informed decisions about 
their involvement. At community level, community 
leaders ought to encourage men in the various 
forms of communication and also amend cultural 
norms to accommodate men’s willingness to take 
part in PMTCT. Involvement of traditional leaders 
and influential men within communities is 
paramount for the success of the program.  
 Limitations of the Study  
The study was limited to respondents response 
hence challenges for generalisation to other areas. 
The focus group discussion did not involve women 
hence failing to capture their views. 
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Appendices  
Appendix A 
Table 1: Distribution of demographic characteristic of the respondents N=240 
 Variable Frequency               Percentage (%) 
Age     
18-29  132 55  
30+ 108 45  
Residence (n) (%)    
  Peri-urban 104 43.3  
  Rural 136 56.7  
Marital Status (n) (%)    
  Married 215 89.6  
  Widowed 7 2.9  
  Separated 7 2.9  
  Divorced 11 4.6  
Distance (n) (%)    
  Less than 5 km 134 56.7  
   More than 5km 106 43.3  
Education level (n) (%)    
  No Education 11 4.6  
  Primary 85 35.4  
  Secondary 109 45.4  
  Tertiary 35 14.6  
Religion and Denomination (n) (%)    
   Catholic 63 26.2  
   Seventh Day Adventist 60 25.0  
   New Apostolic 33 13.7  
   United Church of Zambia 43 17.9  
   Pentecostal 23 9.6  
   Others 18 17.5  
Occupation (n) (%)    
   Wage Employment 56 23.3  
   Self-Employment 148 61.7  
   Not Employed 36 15.0  
Kwacha Earned per Month  (Mean)  2276 10920  
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Appendix B 
Table 2: Association between selected independent variables and willingness to attend PMTCT 
 Has attended PMTCT   
 Yes No statistic 
 n % n % P   
Age     0.480  
18-29 112 84.9 20 15.2   
30+ 86 79.6 22 20.4   
Residence     0.209  
  Peri-urban 62 47.0 42 38.9   
  Rural 70 53.0 66 61.1   
Distance (km)     0.174  
Less than 5km 99 75.0 35 32.4   
5km or more 33 25.0 73 67.6   
Marital Status     0.284  
  Married 122 92.4 93 86.1   
  Widowed 4 3.3 3 2.8   
  Separated 2 1.5 5 4.6   
  Divorced 4 3.3 7 6.5   
Education     0.007  
  No education 4 3.1 7 6.5   
  Primary 37 28.0 48 44.5   
  Secondary 65 49.2 44 40.7   
  Tertiary 26 19.7 9 8.3   
Denomination     0.773  
  Catholic 32 24.2 31 28.7   
  Seventh Day Adventist 35 26.5 25 23.2   
  New Apostolic 16 12.1 17 15.7   
  United Church of Zambia 25 18.9 18 16.7   
  Pentecostal/Baptist 12 9.1 11 10.2   
  Others 12 9.1 6 5.6   
Occupation       
  Wage employment 32 24.2 24 22.2 0.036  
  Self-employment 82 62.1 66 61.1   
  Doing nothing 18 13.6 18 16.8   
Knowledge of PMTCT     < 0.001 
  Knowledgeable 105 79.6 30 27.8  
  Not Knowledgeable 27 20.4 78 72.2  
Earnings per month     0.151 
  <500 117 88.6 32 29.6  
  500+ 15 11.4 76 70.4  
HIV can be transmitted during pregnancy     0.725 
  Yes 68 63.0 86 65.2  
  No 40 37.0 46 34.9  
HIV can be transmitted during delivery     0.079 
  Yes 80 74.1 110 83.3  
  No 28 26.0 22 16.7  
Acceptance of couple counselling     < 0.001 
  Yes 89 83.2 130 98.5  
  No 18 16.8 3 1.5  
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Appendix C 
Table 3: Factors independently associated with willingness to attend PMTCT programs 
   
Variable  P value  Odds ratio  95% CI 
      
Age       
  18-29 0.353  1.0  0.93,1.04 
  30+ 0.484  1.85   
      
Education       
  primary       0.265  0.47  0.31,6.72 
  Secondary+ 0.013  1.88  0.65,3.46 
        
Residence        
  Peri urban 0.476  1.51  0.31,1.82 
  Rural  0.712  0.80  0.49,4.68 
        
Denomination       
  Catholic  0.773  3.65  0.83,6.49 
  Protestants  0.130  5.43  0.75,3.91 
      
Occupation       
  Employed  0.026  4.61  0.95,5.34 
  Not employed  0.341  0.62  0.65,8.30 
      
Knowledge about PMTCT      
  Knowledgeable  0.004  8.98  2.00,6.23 
  Not knowledgeable 0.453  1.41  0.52,3.47 
      
Earnings /month(kwacha)      
  <500 0.109  1.00  0.99,1.00 
  500+ 0.870  1.83  0.65,2.33 
      
Went for ANC with partner       
  Yes <0.001  5.82  3.86,3.39 
  No 0.735  0.78  0.18,3.29 
      
Knew partner ANC appointment      
  Yes 0.495  0.62  1.61,2.42 
  No 0.562  1.64  0.96,3.81 
      
Told need to attend PMTCT      
  Yes <0.001  4.21  0.02,0.25 
  No 0.645  1.37  0.35,5.37 
        
Distance (km)      
Less than 5km 0.305  4.14  0.27,218 
 5km or more 0.932  0.94  0.26,3.49 
        
 
 
